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June Supplement 201194S AbstractsMortality for OPEN was higher at LOW hospitals (14.5%
LOW vs. 9.2% HIGH; P0.01), while TEVAR mortality
was similar (4.6% LOW vs. 5.6% HIGH; PNS). LOW
volume increased mortality for OPEN (OR 1.39 [95%CI:
1.1-1.8]; P0.01) and not TEVAR. Hospital teaching
status remained stable over time and did not influence
OPEN or TEVAR mortality.
Conclusions: There has been a dramatic shift in DTA
repair away from OPEN with increasing use of TEVAR
even in low volume hospitals, wherein TEVAR has elimi-
nated the negative volume effect on perioperative out-
comes seen with OPEN. These data suggest OPEN repair
should be concentrated in high volume centers, whereas
TEVAR can be safely performed across a spectrum of
hospitals.
Author Disclosures: N. J. Aranson: Nothing to disclose;
R. P. Cambria: Nothing to disclose; M. F. Conrad:
Nothing to disclose; E. Ergul: Nothing to disclose; C. J.
Kwolek: Nothing to disclose; S. Mukhopadhyay: Noth-
ing to disclose; V. I. Patel: Nothing to disclose.
RR5.
Annual Rupture Risk of Abdominal Aortic Aneurysm
Enlargement without Detectable Endoleak after
EVAR: A EUROSTAR Registry Report
Dave Koole1, Frans L. Moll1, Jacob Buth2, Roel Hobo2,
Herman J. Zandvoort1, Michiel L. Bots1, Gerard Pas-
terkamp1, Joost A. van Herwaarden1. 1University Medical
Center Utrecht, Utrecht, Netherlands; 2Catharina Hospi-
tal, Eindhoven, Netherlands
Objectives: Whether abdominal aortic aneurysm
(AAA) enlargement after endovascular repair without an
identifiable endoleak is a risk factor for AAA rupture re-
mains controversial. To our knowledge, studies with large
patient numbers investigating this topic are missing. There-
fore, a considerable number of conversions to open AAA
repair have been performed in this patient group whichmay
not always be justified. The purpose of this study was to
evaluate AAA rupture risk in patients with AAA enlarge-
ment without detectable endoleaks after EVAR treatment
and when a watch-and-wait policy is allowed.
Methods: Baseline characteristics and follow-up data were
collected prospectively by case record forms. Follow-up visits,
were scheduled at 1, 6, 12, 18, 24 months and annually
thereafter. Findings at follow-up visits involved clinical
examination and imaging studies. Patients were divided
into three groups based on the degree of shrinkage or
enlargement. Group A represents patients with 8mm
aneurysm shrinkage, group B consisted of patients with
8mm shrinkage to8mm enlargement and group C had
an aneurysm enlargement of 8mm.
Results: 6337 patients who were enrolled prospec-
tively in the EUROSTAR database between 1996 and
2006 constituted the basis for this analysis. Group A in-
cluded 691 patients, group B 5307 patients and group C s39 patients. Ruptures occurred in 3 patients in group A,
4 patients in group B and 9 patients in group C. The
nnual rate of rupture in group C was 1% in the first 4
ears, but accelerated to 7.5 - 13.6% in the years thereafter.
he mortality rate of elective conversion to open AAA
epair was 6.7%.
Conclusions: The risk of rupture in patients with an
bdominal aneurysm enlargement of more than 8 mm
ithout detectable endoleaks is 1% in the first 4 years. A
onservative treatment policy in the first 4 years is therefore
dvisable. After 4 years of follow-up we see an increased
nnual rupture risk, however, groups are small and selec-
ion bias could play a role.
uthor Disclosures: M. L. Bots: Nothing to disclose; J.
uth: Nothing to disclose; R. Hobo: Nothing to disclose;
. Koole: Nothing to disclose; F. L. Moll: Nothing to
isclose; G. Pasterkamp: Nothing to disclose; J. A. van
erwaarden: Nothing to disclose; H. J. Zandvoort:
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ng CEA for Contralateral Carotid Occlusion
hilip P. Goodney1, Salvatore T. Scali4, David H. Stone1,
irenda Patel2, Mohammad Eslami5, Jessica Wallaert1,
alma Shaw3, Jack L. Cronenwett1. 1Section of Vascular
urgery, Dartmouth-Hitchcock Medical Center, Lebanon,
H; 2Massachusetts General Hospital, Boston, MA;
Brigham and Women’s Hospital, Boston, MA; 4Univer-
ity of Florida, Gainesville, FL; 5University of Massachu-
etts, Worcester, MA
Objectives: We hypothesized that surgeons who rarely
hunt in CEA have worse outcomes when shunt use is
equired, such as in contralateral carotid occlusion (CCO).
e studied the association between surgeon practice pat-
ern in shunt placement and 30-day stroke/death rate in
atients with CCO.
Methods: Of 6,084 CEAs performed in the Vascular
tudy Group of New England (2002-2009), 356 patients
nderwent CEA with CCO. We compared 30-day risk-
djusted stroke/death rate across surgeons who selectively
hunt (0-95% of CEA) or routinely shunt (95% of CEA).
Results: Of 356 patients with CCO, 117 patients
33%) underwent CEA without a shunt, 175 (49%) with
outine shunt use, and 64 (18%) had a shunt placed for a
eurologic indication. There was no difference in 30-day
troke/death rate by shunt use (3.1% no shunt; 4.1% rou-
ine shunt; 4.3% shunt for indication; p0.8). However,
cross surgeon practice pattern, the observed risk of 30-day
troke or death was higher for surgeons who rarely placed
hunts, and lower for surgeons who routinely placed shunts
Figure). This difference was not due to patient character-
stics, as the predicted risk of 30-day stroke/death was
imilar across surgeon practice patterns.
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Volume 53, Number 17S Abstracts 95SConclusions: Surgeons who use a shunt infrequently
during CEA have higher rates of stroke and death when
treating patients with CCO. This suggests that shunt use in
CEA with CCO is associated with fewer complications, but
only if the surgeon uses a shunt as part of their routine
practice.
Author Disclosures: J. L. Cronenwett: Nothing to dis-
close; M. Eslami: Nothing to disclose; P. P. Goodney:
Nothing to disclose; V. Patel: Nothing to disclose; S. T.
Scali: Nothing to disclose; P. Shaw: Nothing to disclose;
D. H. Stone: Nothing to disclose; J. Wallaert: Nothing to
disclose.
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Anatomic Assessment of the Aortic Arch: Relationship
between Arch Anatomy and Age
Brian G. DeRubertis1, Ali Alktaifi1, J. Paul Finn2, Steve
Farley1, Roya S. Saleh2, Wesley S. Moore1, Peter F. Law-
rence1. 1UCLA School of Medicine, Division of Vascular
Surgery, Los Angeles, CA; 2UCLA School of Medicine,
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Objectives: Older pts have been shown to have higher
stroke rates with CAS than younger cohorts. Some have
suggested that increased age is a surrogate for disadvan-
taged arch anatomy, though age-related morphologic arch
changes have not been well-characterized. We sought to
analyze these arch changes using high-res MRA
Methods: GadMRA was performed on 105 pts(mean
60y, [19-89y]); blinded analysis of arch anomalies, arch
type(I-III), vessel angles/diameters & arch radius of cur-
vature (RC) was performed on Osirix image software
Results: Advanced age correlated with increased inci-
dence of Type II/III archmorphology (p0.042 for age
60y; Table 1). Arch branch vessel angle (vs aortic center-
line) was increasingly acute with advanced age: innominate,
Surgeon Practice Pattern in Shunt Use and 30-Day Stroke/Death
Rate in CEA with Contralateral Carotid OcclusionLCCA, L SCA angles were 61°, 74°, 97°, respectively in pts s60y; 52°, 54°, 66°, respectively in pts 60y. These find-
ngs appeared to relate to arch elongation in older pts, as
inear regression showed strong correlation between age
nd aortic arch RC (r0.778, p0.0001, Fig 1). Arch
nomalies included: bovine 18%, R-sided 4%.
Conclusions: Objectively quantification of morpho-
ogic changes occurring in the aortic arch with advanced
ge is feasible using robustMRA image data. Pts60y have
ncreased arch curvature and arch branch vessel angulation
elative to younger pts.These factors may differentially af-
ect endovascular outcomes.
ortic Arch Type by Age Cohort
Type I Type II Type III
ge 60 71.1% 21.0% 7.9%
ge 60 48.1% 26.9% 25.0%
p0.042).
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Objectives: The American Heart and Stroke Associa-
ions published new guidelines in December 2010 for
ncreasing primary prevention of stroke. Medical advances
ave reduced stroke mortality nationally but not the num-
er of strokes. The new guidelines emphasize finding and
edically managing standard risk factors, but not carotid
rtery disease.
Methods: Published evidence on carotid ultrasound
creening and management from the AVA, SVS, leading
